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Perception and Behavior for Underreporting Workplace Violence
According to a report by the U.S Bureau of Labor Statistics, workplace violence occurs
more often in health care and social assistance industries, accounting for 60% of all non-fatal
assaults; and because of its prevalence, the Emergency Nurses Association (ENA) presented a
position statement that identifies workplace violence as a serious occupational hazard for
emergency nurse. But true percentage of workplace violence in health care might be a skewed
due to under-reporting. And unfortunately, the reasons behind healthcare providers’
underreporting violent or aggressive act have not been well examined and the magnitude is
difficult to measure.
The microsystem that is involved in this project is a 28-bed emergency department,
serving a diverse population, varying in acuity and illness. This microsystem is not unique from
other emergency department in the perception of workplace violence and its behavior of
underreporting these incidences. This project is aimed to create an awareness of the value of
reporting all violent or aggressive behavior, and to negate the culture of acceptance of workplace
violence.
Clinical Leadership Theme
The guiding force behind this project is focused on the Clinical Nurse Leader (CNL)
essential to advocate improvement and/or enhancement of health care system and policies. It
addresses the core CNL competencies and essential of Quality Improvement and Safety as well
as Health Policy and Advocacy. The CNL will function as a member of a multi-disciplinary
team to collaborate and promote a safe and healthy work environment for all healthcare members
within the microsystem. The assessment and education utilized during this project will be in
accordance to the health care organizations’ policy and procedure, current state and local
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legislation as well as evidence based research to identify and alter the perception and behavior of
the nurses and ancillary staff members with reporting workplace violence.
Statement of the Problem
As stated in the executive summary by the Emergency Nurse Association (2011), an
estimated 1.7 million nonfatal assaults occur each year in the United States due to workplace
violence. Furthermore, due to underreporting of the incidences by nurses and ancillary staff
members, the magnitude of physical violence and verbal abuse perpetrated by patients and/or
visitor still remains to be unknown (ENA, 2011). It is the perception that these occurrences are
within the nature of the job; the belief that reporting would not change the circumstance; the
assumption of being blamed for the occurrence; and the notion that management does not care
for the well-being of their staff members are one of the many common reason for underreporting
workplace violence (Arnetz et al., 2015). Additionally, the reporting system in place within the
organization may be seen as cumbersome and/or some of the staff members may either be
unaware or do not fully comprehend the current policies and procedure of workplace violence
(Pich, Hazelton, Sundin, & Kable, 2010).

In the pre-assessment survey conducted in the unit,

of the 50 respondents, 53% have experience workplace violence while working in the department
and the occurrence/incident was not formally reported. And the reason behind the
underreporting was excessive paperwork, takes too much effort to complete, and a lack of time
to complete or submit a report.
Project Overview
In September 29, 2014, California’s governor Jerry Brown approved the Senate Bill 1299
(SB 1299), which would require the division of Occupational Safety and Health to develop a
workplace prevention plan to protect health care workers from aggressive and violent behavior,
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no later than July 1, 2016. Because of the enactment of this regulation, hospitals are required to
develop a workplace violence prevention plan; to annually assess and improve upon factors that
may correlate to workplace violence; to provide training and education to all direct patient care
workers; to refrain from disallowing an employee from seeking assistance and intervention from
local emergency services or law enforcement; and maintain and provide specified information to
Cal/OSHA (SB 1299, 2014). In the light of the SB 1299, the aim of this project to; first,
determine the level of safety felt by the nursing staff and other healthcare providers in their
workplace environment. Second, to assess the health care providers perception of workplace
violence. Third, determine if the health care providers have experienced violent or aggressive
behavior in their current workplace; and last but more important, where the incidences formally
reported and if not, determine the reason for not reporting. A pre-assessment workplace violence
survey will be distributed to all staff members to complete; and depending on the feedback
received from the pre-assessment survey, the scheduled information sessions will be tailored to
fit the need of the unit/microsystem. The information sessions will focus on how the
organization as a whole will support a “zero tolerance” workplace violence policy; how incidents
of violence should be reported; what can be expected from the organization post-incident as well
as how the organization can help prevent future occurrences. The information sessions will be
intended to change the perception and the behavior of the staff members within the microsystem
in regards to reporting workplace violence incidences.
The medical center is a non-profit health care center that has served the mid-Peninsula
community since 1954. The organizations mission is to enhance the well being of people in the
community through a not-for-profit commitment to compassion and excellence in health care
services, with the vision of leading the transformation of health care to achieve the highest levels
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of quality, access and affordability. The focus of this project is the medical centers’ emergency
department consisting of twenty-eight beds of which, two are considered critical/code rooms,
fourteen high acuity rooms, seven low acuity rooms, three triage rooms and five rooms
specifically designated for psychiatric patients. The department cares for a very diverse
population, varying in age, health, socio-economic status, mentation and expectation on the
delivery of care. At a given 24-hour period, the emergency department will care for about 150
to 200 patients, arriving either via ambulance or car. Some patients will present with minor
complaints but others of more serious condition or acuity.
On every shift, the nurse to patient ratio is in accordance to the current mandate state
regulation nurse to patient ratio of 1:4 for intermediate care and non-critical patient, 1:2 for
critical patient, thus equate to six to 7 nurses, two to three break relief nurses, a designated triage
nurse and a charge nurse. During each shift there are three emergency physicians are on duty, of
which two are dedicated for the higher acuity patient and one for the lower acuity patients. Also,
there are three emergency medical technicians to help support both the physicians and the staff
nurses; one phlebotomist designated to help draw labs and a dedicated pharmacist to assist with
administration of high alert medication and medication reconciliation. The number of core staff
decreases during the night shift to five nursing staff, one charge nurse, one emergency physician
and one emergency medical technician. During the course of a 24-hour day, there are five
security personnel’s available to respond and assist staff members in any aggressive or violent
incidence within the whole medical center.
Rationale
It has been stated in numerous studies and literature that the emergency room is
considered to be a high-risk environment for workplace violence (Emergency Nurses
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Association, 2011). And within this context, nursing was identified as an occupation that is most
at risk of patient-related violence, an estimated 60% to 90% of nurses reporting exposure to both
verbal and physical violence (Pich, Hazelton, Sundin, & Kable, 2010). In the last several
months, the notion of high-risk environment is ever so apparent in the department. There has
been an increase in violent incidences, which included physical violence and verbal abuse. Of
the eight known incidences that occurred in the department in the last six months only two were
formally reported. One of the reported incidents was considered severe enough, that Risk
management investigated the situation. The behavior of non-reporting cannot be conducive in
promoting a safe and healthy work environment. Therefore, it is vital to determine how the
current state in the department can be change.
Cost Analysis
Workplace violence has a direct and indirect financial impact on the organization. An
estimated $120 billion a year direct cost to American businesses, all-inclusive not just in the
health care industry, and with a subsequent $3.1 million per person per incident liability case
where an employer failed to take proactive, preventive measures under OSHA guidelines (Papa
& Venella, 2013). Furthermore, according to the U.S Department of Labor [DOL], Bureau of
Labor Statistics (2014), in the health care and social assistance sector, 13% of days away from
work was a result from workplace violence and it is believed that this rate has increase in recent
years (American Nurses Association [ANA], 2015). It has been proposed that the indirect cost
of workplace violence when caregivers leave the profession all together can range from $27,000
to $103,000. This includes separation, recruitment, hiring, orientation, and training; and some
can account for lost of productivity during time of training the replacement (OSHA, 2015).
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During the year of 2016, the organization had a total of 38 reported incidences with one
resulting in injury. The total cost for medical treatment for the one incident was about $40,000.
In addition, the employee had a total of 167 lost days of work. The cost for total lost days of
work was not calculated, but when considering the average salary of a registered nurse and for a
replacement nurse; the incident that occurred in 2016 is costing the organization much more that
$40,000. Although, it might be difficult to determine if the one incident that cause harm would
have been preventable.
Upon reviewing the incident report, less than 10 incidences were reported from the
emergency department. As indicated by the pre-assessment survey conducted in the unit, most
if not all of the staff members had experienced one or more form of aggressive or violent act,
thus questioning the validity of the incident report. The reason behind under-reporting of
workplace violent incidences is reflect on the cause and effect diagram (See Appendix A).
In working with the Safety Officer and the IT manager, the current online reporting tool
will require some minor adjustment to make it more concise, easy to use and easy to find. Since,
there is an existing reporting tool the cost to the organization would be minimal – estimated
about $2500 for 2 IT analyst to simplify the reporting tool, another $2500 to conduct trial and
implement the reporting tool and $5000 for both the Safety officer and Security Director to
conduct the informal session with the staff members. Furthermore, since the informal meeting
sessions are held during change of shift report, there will be no additional cost for overtime
incurred by staff members. But these changes will not only affect the emergency department –
since workplace violence can occur anywhere within the organization, the change will include
the whole macro system.
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The root cause analysis clearly identifies the reason behind the underreporting of
workplace violence in the microsystem.
•

Environment that leads to high incidents of workplace violence: high stress environment,
high patient volume, an open triage area, lack of visible security personnel, 24 hour
accessibility, and the culture of acceptance of workplace violence.

•

The people that contributes to underreporting workplace violence: Staff nurses
perception of the incident, physicians are unaware of the reporting tool, inconsistent
support or post incident feedback from management, ancillary staff members fear blame
for the incident.

•

The perceptions that propagate the perception of underreporting workplace violence: that
violence is “part of the job”, no foreseen benefits in reporting workplace violence, staff
members are embarrassed to admit needing help, there are lack of support from
management, the violent behavior is due to the patients’ illness, the reporting tool is
tedious and cumbersome, and if no physical harm then reporting would not be of benefit.

•

The current practice within the microsystem that requires improvement in order to change
the behavior of underreporting workplace violence: the workplace violence reporting
system is unstructured, there is a lack of strict workplace violent reporting guidelines,
there is no established debriefing tool or methods post incident, there is a lack of
systematic post-incident response or feedback, and there are minimal workplace violence
education and training.
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Methodology
To determine the knowledge and perception of workplace violence, a voluntary preassessment questionnaire was distributed to all staff members in the emergency department to
complete. The staff members who were asked to complete the questionnaire included nurses,
ancillary staff members, ED physicians and unit secretaries. The questionnaire was taken from
the Emergency Nursing Association Workplace Violence Toolkit but slightly modified for this
project (see Appendix B). The questionnaire was designed to assess the perception, education
received, the reporting behavior in relations to workplace violence. The pre-assessment result
will be shared to both Safety and Security director for further discussion on how to improve the
perception and knowledge of workplace violence.
Due to the new guidelines from Cal/OSHA and its requirement for a more thorough
violence incident reporting system, an informal session will be held during all shift huddles to
discuss the compliance of the new mandate. A “Know, Do, Share document would be provided
during the non-formal session (see Appendix C). In addition to the “Know, Do, Share”
document, a 2-page Frequently Asked Question (FAQ) regarding Cal/OSHA requirement for
incident reporting will be provided as well as a one page document that outline the proper
procedure of reporting workplace violence (see Appendix D). On April 1st, an online training
module will be posted for all staff members to complete. This online module will contain the
organizations’ policy and procedure regarding workplace violence, the reporting mandate and the
post-incident follow up procedure. After the completion of the on-line module, a postassessment questionnaire will be distributed to staff members to complete. This will gauge how
the perception of workplace violence has change, if any. Depending on the result, either further
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education will be conducted or supplemental training will be provided to solidify the newly
acquired knowledge.
Literature Review
There are numerous literature and studies available in regards to workplace violence and
for this project a systematic review was performed using the CINAHL, MEDLINE, and the Ovid
Nursing Journal databases on specific phrases which included but not limited to workplace
violence, workplace aggression, violence in the emergency department, nurses perception of
workplace violence, underreporting of violence, and workplace violence prevention program.
The National Institute for Occupational Safety and Health defines workplace violence as
“violent acts, which include physical assaults and threat of assault, directed toward persons at
work or on duty” (OSHA, 2015). However, many researchers believe that it should also include
verbal violence, threats, verbal abuse, hostility, harassment, in which can cause significant
psychological trauma and stress, even if no physical harm takes place (OSHA). In the 2011
Emergency Department Violence Surveillance Study conducted by the Emergency Nurses
Association (ENA), it highlighted that at least nine hundred deaths and 1.7 million nonfatal
assaults occur each year in the United States; unfortunately, this number only represent the most
serious physical violent incident in the workplace. In addition, the 2013 Bureau of Labor and
Statistic’s Survey of Occupational Injuries and Illnesses data estimate the rate of nonfatal
workplace violence against healthcare workers are five to twelve times higher than the estimated
rates for other workers overall.
Workplace violence is identified as a serious concern in psychiatric units, nursing homes
and the emergency departments. Many studies suggest that the emergency department is
considered to be the most dangerous work setting in health care for nurses and other health care
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providers (ENA, 2011). The ease of accessibility of the emergency department (ED) 24 hours a
day; the lack of adequate trained, armed, or visible security personnel; and the high stressful
environment are reason as to why the ED is especially susceptible to violent incidences (GackiSmith et al., 2009). Of the 7,169 emergency nurses who participated in the ENA’s study, onefourth stated experiencing physical violence and approximately one-fifth reported being verbally
abused at their work place during the past three years (2011). Workplace violence in the
healthcare environment is not limited to the United States and there is clear evidence that it has
reached a global proportion. It is so widespread that the International Council of Nurses has
issued a statement declaring, “The increasing incidents of abuse and violence in health care
settings are interfering with the provision of quality care and jeopardizing the personal dignity
and self-value of health personnel (Burchill, 2013, p. 62).”
The ENA found that majority of the participants reported that their facility had a policy in
place for reporting workplace violence incidents; and more than half indicated a “zero-tolerance”
policy. While the majority of respondent acknowledge the existence of a workplace violence
policy, many did not file a formal report of either physical or verbal abuse experienced at their
workplace. Wolf, Delao and Perhats (2014), theorized that there is a cultural acceptance of
unsafe workplace by the nursing staff. And in some cases, denial of the impact of violence by
the respondents, which stems from an expectation of violence in the environment and the
acceptance of the risk of assault as simply an unpleasant “part of the job”. Moreover, most
nurses reported empathy for the patients’ anger and the lack of injury or harm was the reasons
for not reporting (Gacki-Smith et al., 2009). Unfortunately, almost three-quarters of the
participants in the ENA study stated that when a formal incident report was filed, no response or
feedback was given regarding the violence that they experienced; some reported being blamed
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for the incident; and three of the respondents reported receiving punitive response, thus
propagate the behavior of underreporting incidences. Another common perception is that
management place patient satisfaction above all else, even the nurses’ safety (Christie, 2014).
Underreporting is so widely acknowledged that it is commonly referred to as the “dark figure” of
workplace violence (Pich, Hazelton, Sundin, & Kable, 2010). Due to the underestimation of the
true extent of the problem, not only does underreporting hinder violence prevention program;
education and training can only be curtailed to a limited point of view. The ENA believes that
ongoing research is necessary to determine the extent of underreporting, the prevalence of
workplace violence, and factors associated with the frequent occurrence of violence against
emergency nurses. Further studies also conclude that a lack of a uniformly accepted definition of
violence has contributed to underreporting. The term “violence”, can be perceived in various
ways among nurses, therefore, nurses may judge the patients’ behavior in relation to their
medical condition and thus some types of behavior is not regarded as “violence” and
unintentional (Sato, Wakabayashi, Kiyoshi-Teo, & Fukahori, 2012).
It is emphasized that the overall commitment of the hospital administration to safety and
reporting policy are associated with the rate of verbal or physical violence incidence (ENA,
2011). As stated by Papa & Venella, what is often underestimated is not the cost of action such
as proactive steps to avoid violence, but rather the cost of inaction - the widespread financial
consequences when an incident occurs (2013).
Timeline
The timeline for this project is aligned with the implementation of the new workplace
violent reporting system. The pre-assessment survey was conducted prior to the role out of the
reporting system. The post-assessment survey will be conducted one month after the
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organizations’ planned on-line (HealthStream module) is completed. See Appendix E for more
details.
Expected Results
The expected result from the project is increased awareness and a change in perception
regarding to workplace violence. Although, the global goal is to ultimately decrease workplace
violent incidents, this global aim would require a longer period of in-depth study and
observation. At the pre-assessment survey, only 64% of the respondents had knowledge of the
organizations’ workplace violent incident policy and procedure and only 46% stated using the
established incident report tool. More than half of the respondents stated that the reporting to is
too cumbersome and time consuming, and most felt that nothing would change. And 62% of the
respondents felt that workplace violence was simply “part of the job.” See Appendix A for the
root cause analysis.
After the online training modules and guidelines on reporting violent incidences, the
expected result from the post-assessment survey would be: 100% of respondents to have
knowledge of workplace violence policies and procedure; at least 95% of respondents will use
the reporting tool should a violent incident occur; and 0% will feel that workplace violence is
simply “part of the job.” To achieve the expected result, several posters were created and posted
in the staff lounge and on the educational poster board as a reminder of how to report incidences
as well as a copy of the “Know, Do, Share” document that was distributed during the information
session. In addition, during the daily shift huddles for the next month after April 1st, the nurse
educator will continue to remind the staff members of the importance to maintain a healthy
workplace environment, therefore safety for all staff members as well as the patients must be a
priority. Moreover, educational materials related to workplace violence will be included in the
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yearly mandated competency skills day for nurses and ancillary staff members in addition to the
bi-yearly Crisis Prevention Intervention training.
Nursing Relevance
Workplace violence is not only detrimental to the health care provider who experienced
the event, but to the patients that they are caring for and the organization as a whole.
Besides the apparent effect of violent incident such as physical injuries that could potentially
lead to permanent disability, the victim of assault or aggression can experience short-term and
long-term psychological reaction, which may manifest as anger, sadness, frustration, anxiety,
irritability, apathy, self-blame, and helplessness (Gates, Gillespie, & Succop, 2011). Further
studies conclude that victims of violence have noted decrease in work productivity, impaired job
performance and a reduced confidence on the job (Shaw, 2015). Victims have reported fear
toward their patients as well as lost of pleasure and interest in working with their patients
(Lanctot & Guay, 2014), it therefore compromise health care delivery and efficiency, and for this
matter prevention is the essential in creating a safe and therapeutic environment for all patients
and health care providers.
It is believed that exposure to physical or verbal threats or violence create a negative
associate with job satisfaction and job retention. As stated in the ENA study, 26% of emergency
nurses have considered leaving their department for another or considered leaving the hospital
setting all together due to the prevalence of workplace violence (ENA, 2011). Therefore, it
would behoove the nurses to mindful of the scope of the financial burden of workplace violence.
In addition, the nurses must be willing to communicate their concerns in a collaborate manner
with administration to assess and mitigate risk factors and to develop the appropriate policies and
procedure (Papa & Venella, 2013). In accordance to the American Nurses Association’s Code of
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Ethics for Nurses with Interpretive Statements, it states that nurses are required to “create an
ethical environment and culture of civility and kindness, treating colleagues, coworkers,
employees, students, and others with dignity and respect” (American Nurses Association [ANA],
2015). Accordingly, nurses must be afforded equal amount of respect and dignity as others and
thus nurses should not longer tolerate such acts.
Therefore, solution to this ever-growing global problem may be difficult to identify and
the reduction of aggression and violence in the workplace will require innovative intervention
and a strong commitment and collaboration from administration and healthcare providers.
First, and foremost, in order to create a safer working environment, the health organization must
foster a philosophy that any form of violence and aggression are unacceptable and that the well
being and safety of the employee in the workplace is of value to the organization. It is vital to
change the cultural perception that workplace violence is a “norm”. In addition, hospital
administration must convey to all patients and visitors that any form of violent or aggressive
behavior will not be tolerated. The a culture of acceptance for reporting violent incidences must
be promoted and the procedure for reporting incidences should be clear, concise and easily
accessible to use.
In addition to policies and procedure on reporting violent incidents, training and
educational content should be customized and aligned with the culture and the need of the
specific department. Health organization, must also establish strategies to address the aftermath
of a violent incident. Debriefing session should be conducted and counseling services should be
offered to all employees affected by the incident. And to ensure that all implemented
preventative measures to combat workplace violence are effective, it is crucial that continuous
feedback is solicited from all health care providers, managers and administrations.
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Conclusion
To ensure the viability of this project, it will require the continuous effort from all
involved participants, the right leadership and management of policies and procedures that would
guide and motivate human resources that are willing to commit to the healthcare institutes’
vision and objectives. In addition, factors such as support from management, human resource
management, employees training and empowerment, and teamwork are important determinant to
sustainability (Goh & Marimuthu, 2016).
This project is consistent with the following factors of sustainability:
•

The current reporting system in placed has been modified by implementing an easy to
access, user-friendly workplace violence online reporting tool; Cal/OSHA requirement to
report any incidences within 24 hours, if injury occurs and 72 hours for non-injury related
incident; initiation of an event investigation by Safety, Risk and Security within 24 hours of
incident

•

The designated champion of the project includes the Safety Officer, Risk Management,
Nursing Administration and Security Director; and they are committed to provide all health
care providers with a safe workplace environment

•

The project fits the organization’s mission and vision of a “zero tolerance” workplace
violence policy

•

Furthermore, the stakeholder which include Administration, Safety Officer, Risk
Management, Nursing Administration, Nurse Educator and Security Director will be
conducting a monthly safety meeting to discuss any reported incidences; and collaborate on
identifying measure and methods for any necessary improvements
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Workplace violence cannot be completely eliminated or mitigated, especially in a high
risk environment such as the emergency department, but if all of the staff members have the
necessary tools and support to report the violent incidents; continue to negate the culture of
acceptance of workplace violence by administration and management; and continually assess the
current state and perception of unit, workplace can no longer be viewed as “part of the job”.
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Appendix A
Cause and Effect Analysis – Fish Bone Diagram
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Appendix B
“Workplace violence pre-assessment survey”
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Appendix B
“Workplace violence pre-assessment survey - Page 2”
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Appendix B
“Workplace violence pre-assessment survey – Page. 3”
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Appendix C
“Know, Do, Share – Reporting workplace violence incidents”
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Appendix D
“Frequently Asked Questions – Cal/OSHA Requirements”
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Appendix D
“Frequently Asked Questions – Cal/OSHA Requirements Page. 2”
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Appendix E
Gantt Chart

